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This manual corresponds to the STAR Kids Screening and Assessment Instrument Version 2.06
as part of establishing the STAR Kids Medicaid Managed Care Program in Texas.

All questions about the provision of services, program rules, or departmental policy must
be addressed by your immediate supervisor.
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ADL:
ALF:

BIMS:

BIP:
BiPAP:

CDS:
CFC:
CLASS:

CPAP:
CPS:

CPT:
CSHCN:

DBMD:
DBS:
DME:

ECI:
ERS:

G-button:

G-tube:

IDD:

IEP:

IPPB:

ISP:

LAR:

Acronym Glossary

Activities of Daily Living
Assisted Living Facility

Brief Interview of Mental Status

Behavioral Intervention Program
Bilevel Positive Airway Pressure

Consumer Directed Services

Community First Choice

Community Living and Assistance
Support Services

Continuous Positive Airway Pressure

Child Protective Services

Chest Physical Therapy
Children with Special Health Care
Needs

Deaf Blind with Multiple Disabilities
Deep Brain Stimulation
Durable Medical Equipment

Early Childhood Intervention
Emergency Response Services

Gastrostomy button
Gastric tube

Intellectual and Developmental
Disability
Individualized Education Plan

Intermittent Positive Pressure

Breathing
Individual Support Plan

Legally Authorized Representative

M
MCO:
MDCP:
MTP:

MN:

N

NC:
NCAM:
NG-tube:

P
PCAM:
PEG:

PHQ-9:
PHQ-OV:

PICC:
PPECC:

PRN:

R
RTC:
RUG:
S

SRO:
SSLC:
T

TPN:
TXHmML:
Vv

VNS:

W
WNL:

YES:

Acronym Glossary

Manage Care Organization

Medical Dependent Children Program
Medicaid Medical Transportation
Program

Medical Necessity

Nasal Cannula
Nursing Care Assessment Module
Nasogastric tube

Personal Care Assessment Module
Percutaneous Endoscopic Gastrostomy

Patient Health Questionnaire 9
Patient Health Questionnaire-9
Interview and Observational Versions
Peripherally Inserted Central Catheter
Prescribed Pediatric Extended Care
Center

“pro re nata” when necessary

Residential Treatment Center
Resource Utilization Group

Service Responsibility Option
State Supported Living Centers
Total Parenteral Nutrition
Texas Home Living

Vagal Nerve Stimulation

Within Normal Limit

Youth Empowerment Program
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Overview

Overview

The Texas Health and Human Services Commission (HHSC) tasked Texas A&M University
(TAMU) with creation of the STAR Kids Screening and Assessment Instrument as part of
establishing the STAR Kids Medicaid Managed Care Program. Senate Bill 7 (effective
September 2013) directed the Texas Health and Human Services Commission to establish the
STAR Kids program as a capitated, mandatory, managed health care program to provide
Medicaid benefits to children with disabilities. Eligible individuals include children and young
adults (under age 21) who receive Supplemental Security Income (SSI) or who are served by one
of the following waiver programs:

e Medically Dependent Children Program (MDCP)

Home and Community-based Services (HCS)

Community Living Assistance and Supports Services (CLASS)
Deaf Blind with Multiple Disabilities (DBMD)

Texas Home Living (TxHmL)

Youth Empowerment Services (YES)

The STAR Kids Screening and Assessment Instrument (SAI) is designed as a ‘one front door’
assessment for all children on SSI and in the above mentioned waiver programs. The SAI
contains trigger items that advance children into various, more extensive modules. TAMU is
responsible for developing the Core of the SAI, the personal care services module (PCAM), and
the nursing services module (NCAM). The SAI also contains flags for further follow-up by the
Managed Care Organizations (MCOs) on issues such as the need for Durable Medical
Equipment (DME), behavioral health services, and other therapies. Information gathered using
the SAIl is used to create an individual service plan (ISP) for each member, as well as generate
potential referrals for additional services the individual might need. For individuals seeking a
medical necessity determination for MDCP or Medicaid state plan Community First Choice
services (CFC), the SAI is used to gather the information used to make that determination.
Finally, the SAI also contains a module for MDCP clients and potential clients (MDCP Module)
that includes items used exclusively to determine an individual’s service cost limit (budget),
based on Resource Utilization Group 11l (RUG) modeling.

A registered nurse, advance practice nurse, physician assistant, social worker (MSW, LBSW, or
LCSW), or licensed vocational nurse (with a minimum of one-year previous service coordination
or case management experience and experience with pediatric clients) must administer the SAI
Core Module and PCAM, if needed, and these modules may not be provided by any contracted
entity that is or will be providing direct services to the Member. A registered nurse or advance
practice nurse must administer the SAI NCAM and MDCP module, if needed. The MCO must
train all individuals that will administer the SAI using a training module required by HHSC
before the individuals administer the SAI. For quality monitoring purposes, the MCO must
submit data collected through the SAI to the HHSC Administrative Services Contractor in the
format prescribed by HHSC.

The SAI must be completed initially, annually for reassessment, and any time the individual or

Legally Authorized Representative (LAR) report a significant change in condition that might
impact his or her need for services.
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How to Gather Information

The SALl is designed for use by assessors. The forms are not questionnaires. The assessor does
not go through the modules and ask respondents each question. The assessors use their judgment
to determine the most appropriate source of information to complete each item.

Sources of information may vary by item. However, in general the individual (through
observation and discussion) and the caregiver are the main sources of information. The assessor
may need to gather information from both in order to decide which response is most accurate
(e.g., what is the child’s date of birth; what type of assistance does the child receive with
dressing). Occasionally, the assessor may wish to access other information to ensure accurate
responses (e.g., view the Medicaid card to record accurately the beneficiary number; view and
count the number of medications, or review documents from a school, HHSC, or another agency
or provider).

If information sources conflict on the proper response to an item, the assessor will need to use

her or his professional skills to probe during additional discussion in an attempt to resolve any
discrepancies. In the end, he or she will be required to make a reasoned, professional judgment
about the “correct” response for a particular item.

Some of the questions in the assessment seek sensitive information. It is important that the
assessor use tact when addressing these topics.

Helpful Hints: How to ask sensitive questions

Ask the individual directly, if possible. This information may be embarrassing to
the individual or create feelings within the assessor. Care must be taken to
acknowledge these feelings. For example, when asking the individual about alcohol
usage, use a simple, straight forward, nonjudgmental question, “Do you drink?” If
yes, determine the frequency. Address this issue in a gentle way to avoid the
individual feeling judged or that he or she is doing something wrong.

If, despite your best efforts, the information you need to code an item is unavailable and will
remain unavailable, you should record a “9” in the response box or skip the item if “9” is not
available as a coding option. Use this approach sparingly, if at all. If you do use it, you should
write a rationale/explanation about why the information was unavailable in the free-text item, “Is
there anything else that would be helpful...?” at the end of that section of the instrument if it is
available. Please also note there are some items that are MANDATORY REQUIREMENTS for
the SAI and cannot be skipped. In those cases, use your best professional judgment to code the
fields and then clarify your response in the same free-text item at the end of the section as noted
above, if it is available.

For example, if the client/child has aphasia or significant communication deficits as a result of
autism and cannot respond and is living with a new foster family, you may be unable to get
information on the child/client’s “urgent mental/behavioral health service use in the last 6
months” (Item 1.2). In such a case, you may skip the item, since it is not mandatory, and then
record an explanation about the child and family situation related to that question in Item 1.7.
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Using this Manual

This manual is meant to be a companion to the other trainings you receive for the SAI. The next
chapter will provide a section-by-section breakdown of the assessment, including special
directions or tips for that section. The subsequent chapter provides individual definitions for each
item in the assessments. It can act as a quick reference for clarification of a response when you
are in the field.

Common Items in Instruments

The majority of the questions in the instruments will be coded, where you enter a number into a
box that corresponds to a value answer for that question. There are also some questions where
you will directly input a value and some open-ended questions.

Throughout the instruments, you will encounter similar types of questions multiple times. The
same general instructions can be used to respond to those questions:

e Other (specify) - These types of questions allow you to capture an answer choice that is
not already included. You will input the code that applies and then include a brief
description about the item in the space provided.

e “Is there anything else...” — At the end of some sections in the instrument, there is a
general question asking for any other relevant information that is not covered in that
section but may be important to know. This is also a good place to record something that
may be beyond a timeframe or look-back period in the instrument. For example, an
individual mentions an upcoming surgery scheduled 6 months from now, falling outside
the 90-day period in the associated question. You may feel this surgery would be helpful
to know in the future and you may include information about it using this question.

e Look-back Periods: Throughout the assessment there will be look-back periods. These
may include 7, 14, 30, and 90 days, among others. Pay close attention to the default
look-back period for each module, as well as for each question. It may be helpful to
reference a holiday or a past event to help the individual recall the period.

The SALI is made up of four modules: the Core assessment, the Personal Care Assessment
Module (PCAM), Nursing Care Assessment Module (NCAM), and the Medically Dependent
Children Program Module (MDCP). These modules are organized by thematic sections.

e The Core Assessment — The Core covers a wide variety of questions aimed at gathering
background information on the individual’s health, functional status, services, and
support system. Responses to specific questions on the Core automatically trigger
whether or not an individual receives the PCAM and/or the NCAM and may also draw
the assessor’s attention to topics that should be discussed further. The core has look-back
periods of 30 days, 90 days, six months, and even one year, but the focus tends to be on
the individual’s current status. Some items in the Core are also used to determine
medical necessity for individuals requesting CFC services or MDCP.

e PCAM - If an individual’s responses to questions in the Core seem to indicate the
individual may need attendant services, proceed with the PCAM. The PCAM is used to
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determine needs for both PCS and CFC services. The PCAM delves further into a child’s
health and functional status. This part of the assessment has look-back periods of 30 days.

e NCAM - If an individual’s responses to questions in the Core seem to indicate the
individual may need skilled nursing services, proceed with the NCAM. The NCAM
focuses on identifying the individual's skilled nursing needs. Additionally, the NCAM is
used as part of medical necessity determinations for CFC and MDCP and should
therefore be administered to individuals who request CFC services or currently receive
MDCP services or have been released from the interest list for MDCP by HHSC. The
look-back periods include 7 and 30 days.

e MDCP - If an individual indicates in the Core that the individual has been receiving
services in MDCP or has been released from the interest list for MDCP services by
HHSC, they will receive the MDCP module. The MDCP module consists exclusively of
items that inform the Resource Utilization Group Il (RUG) cost limits for determining
an individual’s budget in this waiver program. These items were formerly found in the
MN/LOC assessment and taken almost verbatim.  The look-back periods include 7 and
14 days. Please note also that many of these questions are very similar in nature to other
items in the Core and NCAM, just with a different, often more narrow look-back period.
It is important to explain to the individual and/or caregiver that while the items are
similar, they serve a different purpose and are necessary for MDCP budget and planning
alone, and not in fact used for medical necessity determinations.

Further explanation of the content and purpose of the questions covered in each form is
expounded on below.
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Core

Section A. Identification Information

Section A is devoted to collecting demographic Helpful Hints: ID Numbers
information about the individual, their It may be helpful to review records, if
residence and residential preferences, and their | Possible, to gather the necessary

physician. Many of these questions should be identification numbers. It may be possible to
familiar to both assessors and those being complete many of these items using
assessed. information from these past records.

Section B. School and Work

Understanding the educational and vocational settings an individual may be involved in can help
determine the need for more or different services in the home. Some of the questions in this
section can be confidential, and the individual or their caregiver may refuse to answer. While
refusal to answer these types of questions is rare, these questions are not required to receive
services. When responding to the questions related to an individual’s Individualized Education
Plan (IEP), first ask if the individual and the caregiver would like to share.

Section C. Goals for Care

The individual and caregiver are important members of the healthcare team. It is essential to
understand what their goals might be. This could be a starting point to develop a person-centered
plan of care or services. These outcomes may relate to almost anything, including improved
functional performance, a return to health, increased independence, an ability to maintain
community residence, improved social relations, etc.

Helpful Hints: Goals

Talk to the individual and caregiver and phrase your questions about goals of care in the
most general way possible.

e For example, ask: “How can we help you?” “Why are you getting (or applying for)
services?” “What benefits do you expect to get?”” “What changes in yourself do
you hope will occur?”

Encourage the person to express personal goals in his or her own words. Remember to be
age and developmentally appropriate and respectful in your language and communication.

Some individuals will be unable to articulate a goal, an expected outcome, or even a reason
for seeking services. They may say they do not know or that they are getting service at the
request of a relative (e.g., “Because mommy said so”). All of these are reasonable
responses. Do not make inferences based on what you or other individuals believe should
be goals of care. If the individual asks you for clarification on what he or she might expect
from services, follow your usual company and applicable state policies.

C.4 and C.5 tend to be a quality control check to ensure the individual has been contacted
by a service coordinator and has an ISP. If gaps are identified through these questions,
there should be follow-up to address them.
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Section D. Diagnoses and Health Care Utilization
Section D covers a variety of topics about the individual’s diagnoses, medical care needs and
assistive devices.

Helpful Hints: Diagnoses/DME need and Care Transition Planning

The questions D.1, D.2, and D.4, and D.5 focus on issues that have been diagnosed by a
medical professional. Question D.3, however, allows for concerns from those who are
close to the individual.

You may complete D.13 and D.14 in the order you prefer. Some assessors may use D.13 as
an “icebreaker” before delving into specifics while others may prefer to understand the
scope of DME need and use (D.14) before discussing overall concerns. To assess if DME
reassessment is needed, it may be helpful to use probes such as “has the individual had a
recent change in functional status?”, “how old is the individual’s [equipment]?” or “has the
individual had a growth spurt since they got their [equipment]?”

Question D.17 is only designed for individuals ages 12 and older and helps both the
individual/caregiver and service planning team determine how the individual’s healthcare
team has been preparing him/her for their eventual adult healthcare needs. Be prepared for
reaction from caregivers that it may seem strange to be asking these items about their
teenager. Re-assure the caregiver/individual these items are designed to help ensure proper
planning for their long term health needs and that it is never too soon to be thinking about
these things and identifying transition planning needs.

Section E. Caregivers and Social Supports
Section E provides a place to include information on the people in the individual’s life and
household.

Helpful Hints: Caregivers
E.2 and E.3 collect information on two caregivers. If the individual only has one caregiver,
you will use the code “8” anywhere an item asks for information related to the second
caregiver.

If possible, consult the caregiver away from the individual to assess any feelings of distress
concerning their provision of care for the individual.

Section F. Strengths and Challenges in Performing Daily Tasks
This section contains an overview of the individual’s functional status and communication skills.
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Helpful Hints: ADL/IADLs

If an individual has a condition that affects any ADL or IADL, they can be coded as “yes”
for the relevant question. The individual should then be further evaluated in the PCAM for
specific tasks later in the assessment. As you code these items, consider first if any
limitation is in fact developmentally appropriate and not therefore a result of the
individual’s condition. For example, a typically developing 8-year-old child should not be
expected to perform any IADLSs but should be able to perform most ADLs such as bathing,
dressing, toileting, etc.

Section G. Nutritional Status/Concerns
Section G provides an overview of the individual’s nutritional intake, including the most recent
and available height and weight measurements.

Section H. Current Treatment and Procedures

Section H starts with questions aimed at understanding the individual’s medication regimen,
followed by pinpointing services and treatments the individual has received and ends with
discussion on the potential for physical improvement. Many of these items are helpful for
determining a plan of care. Additionally, many of these items serve as triggers for the NCAM.
For further information on the “List of All Medications,” see description and hints below Section
I; the chart to record the medications appears at the end of the Core.

Helpful Hints: Pain Control and Physical Function Improvement

Question H.7 is about Pain Control. It may be helpful to start the conversation by asking
the individual if they have any pain at this time; for younger individuals, you may need to
use the Faces Scale. Use this as a beginning to ask the bigger picture question about how
their pain management regimen is working for them overall—and if they are following it
consistently. You may need the assistance of the caregiver when the conversation turns to
the overall pain management plan.

Question H.8 is a two-part question designed to find out the individual’s and the
caregiver’s view of the individual’s condition and their potential for physical
improvement. Be sensitive in your approach to this question and be aware that a caregiver
may have a different response from the individual.

Section 1. Mental Health and Behavioral Health Concerns

Section 1 is devoted to capturing the individual’s mental healthcare use and presence of behavior
indicators. The second to last question presents a brief look at how the individual’s lifestyle may
be affecting their health.
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Helpful Hints: Mental and Behavioral Health

Keep in mind previous statements made by the individual or caregiver and observations
you or others have made of his or her verbal and nonverbal indicators. Some individuals
are more verbal than others, and will make direct statements about their feelings. Others
will only disclose those feelings when asked directly. Others may be unable to articulate
their feelings because they cannot find the words to describe how they feel, they lack
insight, or have impaired cognitive capacity. Observe the individual carefully for any
indicator.

Remember to be aware of cultural differences in how these indicators may be manifested.
Some individuals may be more or less expressive of mental health concerns, emotions, or
feelings because of their cultural norms. Be cautious not to minimize your interpretation of
an indicator based on your expectations about their cultural background. On the other
hand, it is important to be especially sensitive to these indicators when assessing an
individual whose culture may make him or her more stoic in expressing concerns.

List of all Medications

Helpful Hints: Medication

The coding instructions for the medication chart are extensive. Please review them
carefully. For each drug record, you will need to enter information in all the columns (1.a,
1.b, and so forth). See H.1 List of all medications in the next chapter “Item by Item
Definitions/Instructions ” to see an example of a completed chart.

When assessing formal medication care and treatments, consult logbooks that the
individual may have in the home and review agency documentation if available.
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PCAM

The default look-back period for all Sections of the PCAM is 30 days, unless otherwise
specified.

Section J. Cognition and Executive Functioning

Section J provides more in-depth questions on an individual’s cognitive status. Some of the
questions focus specifically on capturing changes in cognitive status that may be important for
service needs.

Section K. Communication and Vision Helpful Hint: Communication/Vision

Section K. focuses on the individual’s ability When addressing the questions, code for the

to hear and see. individual’s ability with any assistive devices
(e.g. hearing aid, glasses, etc.) normally used.

Section L. Additional Behavioral Test the accuracy of your findings by observing

Considerations the individual during your interactions.

L.1 parallels section | of the Core. You can
use many of the same techniques and probes you use for that section.

Section M. Functional Status

The purpose of this section is to examine the areas of function that are most commonly
associated with independent living and self-care. “Instrumental” activities of daily living
(IADLs) include items associated with normal tasks and activities in maintaining a household.
Many of these IADL tasks are ones that a younger individual would not be expected to perform
independently. This section also looks at basic self-care tasks, or activities of daily living
(ADLs), such as bathing, toileting, dressing, and eating. For each item, you will code for both the
individual’s performance and whether the individual’s condition affects the performance of the
task during the last 30 days.

Helpful Hints: IADLs/ADLSs

Remember, the key to these two questions is the EFFECT. Children are not little adults,
and no two children of the same age may be at exactly the same level in their development
or abilities. So code the PERFORMANCE sub-item based on what you observe or is
reported by the individual or caregiver. For example, one 3 year-old may be toilet-trained
while another one may not, yet both can be developmentally appropriate. What is
important for you as the assessor to decide is whether or not the individual’s illness or
condition has an EFFECT on their ability to perform the task listed. Also, if you do not see
the individual perform the task while you are present, don’t forget to ask the individual or
the caregiver about whether or not the individual performed the task in the last 30 days. If
the answer is “No” the task did not occur, code it as “8” for performance, and then SKIP
THE EFFECT.
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Section N. Continence

Section N is devoted to the individual’s continence of the bowel and bladder. These items do not
refer to the individual’s ability to toilet themselves — e.g., an individual can receive extensive
assistance in toileting and yet be continent, perhaps as a result of recognizing the need to void
and receiving help from others. Please note that the response codes separate continence/dryness
achieved naturally (“0””) from dryness achieved through use of a program or appliance, such as
an indwelling catheter (“1”).

e Remember to consider continence patterns over the last 7 day period, 24 hours a day,
which differs from the PCAM default period of 30 days.

e NURSING NOTE - If no urine output has occurred in the last 7 days, this is a potential
medical emergency. Call your supervisor and 911. If no bowel movement has occurred in
the last 7 days, first verify with the caregiver if this is normal for the individual, and then
notify your supervisor immediately for further guidance to determine if this may or may
not be a medical emergency.

Section O. Sleep
The purpose of this section is to determine if a lack of consistency in sleep patterns is a
complication in individual’s functional status and if so, to what extent.

Section P. Habilitation Needs

Section P is used exclusively for individuals requesting CFC services. It is devoted to
establishing goals and desired outcomes for CFC habilitation. DO NOT ASK THESE ITEMS
UNLESS THE INDIVIDUAL OR CAREGIVER REQUESTS OR IS ALREADY RECEIVING
CFC SERVICES. It is not necessary that the individual be able to do these activities - rather that
they desire to acquire, enhance, or maintain the skills needed to perform them. Make sure to
follow-up “Yes” answers by recording the individual’s preferred learning style for how to
accomplish the tasks or skKills.

NCAM

The default look-back period for the NCAM is 30 days, unless otherwise specified.

Section Q. Complex Conditions and Nursing Care

Section Q concentrates on complex conditions and skilled nursing care. These items are used for
identifying potential skilled nursing needs and also serve as part of the requirements for
determining medical necessity for individuals requesting CFC services or MDCP. This section
includes items relating to neurological care, airway management, nutritional care, medication,
elimination, integumentary care, and other skilled nursing services. ONLY A REGISTERED
NURSE SHOULD COMPLETE THIS SECTION.
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Helpful Hint: Complex Conditions and Nursing Care

There are multiple “skip questions” in this section, where the answer to an item may direct you to
skip subsequent items.

The nursing services for each body system should focus on formal care needed and received.

MDCP
Section R. MDCP Related Items
The default look-back period for the MDCP module is 7 days, unless otherwise specified.

This section consists of items from the previously utilized MN/LOC assessment regarding the
cognition, mood, behavior, functional status, continence, diagnoses, skin conditions, nutritional
status, physician care, special treatments, procedures and programs received by an individual
being assessed. These items are used to determine the Resource Utilization Group (RUG) level
for individuals served by or being considered for entry into the MDCP waiver. The RUG level
informs the cost limit, or budget, of the individual and are NOT utilized in the context of this
module for medical necessity determination.

Helpful Hints: Introducing the MDCP

Please note that many of these questions are very similar in nature to other items in the
Core and NCAM, just with a different, often more narrow look-back period. It is important
to explain to the individual and/or caregiver before you start the MDCP module that while
the items are similar, they serve a different purpose and are necessary for MDCP budget
and planning alone, and not in fact used for medical necessity determinations.

Assessment Summary

Section Z. Assessment Summary

The assessment summary section covers caregiver concerns, emergency services, supports and
service delivery options. It also offers one last opportunity for the assessor to provide additional
information or recommend referrals not otherwise flagged or triggered elsewhere in the
assessment.

NOTE - Item Z.6. ERS (Emergency Response Services) is a service only available through CFC.
If an individual requires emergency response services (ERS), check “Y